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vessel” can be opened. We sometimes experiences cases in
which the choked vessel opened immediately after bypass
surgery, while choked vessels opened late in some cases.
Further prospective clinical trials studying precise comple-
tion angiography and haemodynamic assessment utilising
local skin perfusion pressure are needed to determine what
type of patients really require angiosome-direct revascular-
isation. Regarding choked vessel, bypass graft is believed to
directly provide high blood pressure to the foot artery, which
may contribute to opening choked vessels. A clinical study
should also reveal whether there is a signiﬁcant difference
between bypass surgery and EVT regarding the role of angio-
some concept in selecting distal target of revascularisation.N. Azuma*
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Elsevier Ltd. All rights reserved.Table 1. Summary recommendations for transfer of patients with rup
1. A clinical diagnosis of ruptured abdominal aortic aneurys
 In patients over the age of 50 years presenting with a
 In patients with a known AAA and symptoms of either
 In patients where an alternative diagnosis is considere
excluded, with radiological conﬁrmation made prior to
2. Permissive hypotension is advocated for patients with a
and systolic blood pressure >70 mm Hg is acceptable. L
3. If a specialist vascular service cannot be provided on-site
appropriate facilities and expertise. Transfer agreements
Level 4, strong recommendation
4. Rapid and co-ordinated transfer can reduce delays in the
To expedite transfer the most senior doctor available sh
patient with suspected rAAA. Outgoing referrals should g
Items 5e18 below are all Level 5, with strong recomme
5. All patients with a clinical or radiological diagnosis of rA
AND premorbid level of function to determine suitability
6. Patients aged <85 with no/mild/moderate systemic dise
vascular service without delay.
7. Patients age >85 or with severe systemic disease will be
transfer to a vascular unit.
8. Impaired mental capacity is not a contraindication to ass
9. Patients who have been previously turned down for elec
consultant referral.
10. Contraindications to transfer are restricted to those with
patients. Such patients are unlikely to survive transfer anhttp://dx.doi.org/10.1016/j.ejvs.2012.09.018
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j.ejvs.2012.09.019Re: ‘Response to Letter to the Editor: Regional Disparities
in Incidence, Handling and Outcomes of Patients with
Symptomatic and Ruptured Abdominal Aortic Aneurysms
in Norway’
We were pleased to read the systematic approach to
disparities in the handling of ruptured abdominal aortic
aneurysms in Norway and impressed that 80% of Norwe-
gian patients presented directly to a hospital with facilities
for emergency aneurysm repair.1
We too have been concerned that patients with ruptured
aneurysms should have equity of access to potential life-
saving aneurysm repair.
First we conducted a 3 round Delphi consensus study
among emergency medicine, vascular surgery and interven-
tional radiology specialists from England.2 Based on these
results, best practice guidelines for the transfer of patients
with ruptured aneurysm to a specialist vascular centre have
been developed and endorsed by the College of Emergency
Medicine,Vascular Society and Royal College of Radiologists.3
A summary of these guidelines, together with the audit target
of transfer within 30minutes of diagnosis is shown in Table 1.tured abdominal aortic aneurysm.
m (rAAA) should be considered:
bdominal/back pain AND hypotension
abdominal/back pain OR hypotension/collapse
d more likely on clinical grounds, rAAA still must be
referral. Level 3, strong recommendation
clinical diagnosis of rAAA to maintain an alert patient
evel 4, strong
the patient requires transfer to a centre with
with the local ambulance service should be in place.
patient journey and improve outcome. Level 3, strong.
ould lead and be actively involved the care of any
o to a senior vascular trainee or consultant.
ndation
AA should be assessed as to their current clinical state
for transfer.
ase should be referred to the receiving hospital’s on-call
neﬁt from a consultantaeconsultant discussion prior to
essment and transfer.
tive surgery should still be discussed via a consultantae
cardiac arrest in the current admission and intubated
d surgery.
11. There are no ESSENTIAL investigations required prior to transfer. However, a blood gas and an emergency
department ultrasound are considered useful, if these incur no delay.
12. Investigations including FBC, U&E, amylase, X-match, CT scans MUST not delay transfer to a centre that can provide
deﬁnitive care. If an alternative diagnosis is more likely, or the investigation can be performed without causing
delay, it is reasonable to perform these investigations before transfer.
13. Patients should be treated, if necessary, with both analgesia (according to the College of Emergency Medicine
[CEM] guidelines) and ﬂuids before and during transfer. Blood products and inotropes may be required, their
use should be supervised by a ST4 or above, trainee or equivalent or consultant.
14. A time-critical transfer in a 999 ambulance, preferably with a paramedic crew is required, although this is
not essential.
15. Patients requiring inotropic support will need a suitably experienced and trained medical escort for transfer.
16. The facility to transfer CT images electronically must be in place to ensure all images are transferred to the
receiving hospital. If electronic transfer is not possible, a CD or DVD of DICOM ﬁles must accompany the patient.
17. Patients should not travel with blood products, unless transfusion already commenced.
18. Patients who remain cardiovascularly stable should be transferred to either an emergency department resuscitation
bed or local equivalent. Patients who are unstable may need rapid transfer to theatres.
19. Transfer to a specialist vascular centre should occur within 30 minutes of diagnosis.
a If consultants are off-site, out of hours, the most senior person involved in patient care should initiate the discussion/referral.
Table 1-continued
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Dear Dr Hinchcliffe and coworkers,
Thank you very much for your comment on our article. We
do agree with the target, transfer within 30 min and
welcome the guidelines, which are to a great extent in
accordance with our current practice. The main exceptions
are that diagnosis is usually conﬁrmed by CT prior to
transfer, and that time to transfer may exceed 30 min due
to waiting time for helicopter or airplane transportation.
Communication about the patient will usually be between
the surgeon on call at the local hospital and the vascular
surgeon on call at the vascular centre.
We have so far not assessed why 80% of the patients
were referred directly to hospitals with a vascular surgery
service. This is most likely due to a complex set of reasons,
such as the distribution of vascular centres and good pre-
hospital assessment aided by The Norwegian Index for
Emergency Medicine.1 In addition, there are reports indi-
cating that Norway has a higher number of local hospitals
with acute services per capita than the other Scandinavian
countries.2 Other contributing factors to the high
percentage of patients that can be operated upon after
transportation may include a shared imaging infrastructure
between hospitals, facilitating expert assessment and
allowing operation planning prior to arrival, which is
especially useful in EVAR. However, this is at present only
available in one regional health authority, covering 15% of
the population and has thus no great impact on overall
results.
Improving patient logistics and infrastructure certainly is
worthwhile, but we want to emphasize our view, that only
screening of all men over 65 years of age for early diagnosis
